ABSTRACT
INTRODUCTION
In Ghana, the ageing population as of 2010 was 6.7% of the total population and it is projected that by the year 2050, it would have increased to 11.9% (World Health Organization, 2014) . This contributes to the global ageing population which is expected to triple from the current estimate of 700 million to 2 billion by the year 2050 (Mba, 2010) . WHO (2014) indicated that this growth would even be more rapid in lower and middle-income countries (LMICs) including Ghana. There was, thus, the need to give attention to their health needs since most LMICs are in their immune system and reduction in their sensory ability which makes it very difficult to function on their own, therefore, depend on other family members for support including health care (Fonta, 2015) . Aikins et al. (2010) explain that it is unfortunate that such people have limited knowledge of how to manage these conditions and where to seek appropriate help due to poverty, resulting in untimely deaths. Araujo et al. (2014) argue that there will not be enough services available to meet the health needs of the aged and that even the cost of these services will not be affordable to many-Ghana's health system is no exception.
Thus, there is the need for policies that will inform health systems on the current and future distribution of morbidity, mortality and dependence to ensure adequate planning to meet the changing dimension of disease occurrence (WHO, 2014) . The challenge confronting the social milieu of Ghana is that the strong family system, which provided support for the aged, is gradually breaking down due to the migration of younger people from rural to urban centers for greener pastures. This makes the aged more vulnerable, especially in meeting their health care needs (Aboagye, 2012) . WHO (2014) confirms that older people often have unmet expectations, leaving them isolated and at the risk of illnesses because of changes in the Ghanaian traditional norms that ensure respect, support and reciprocity. This indicates the influence of culture on saving for health care towards old age.
In an attempt to provide proactive measures, the Government of Ghana approved the national ageing policy which was to ensure that people age with dignity and security. This policy identified many health challenges of the aged (Ministry of Employment Labour and Social Welfare Ghana, 2010; WHO, 2014) . These challenges include dementia, cancers, diabetes, musculoskeletal diseases, respiratory diseases, heart diseases and related conditions, oral health problems among others which require long-term treatment, however, families are not able to bear the financial cost (WHO, 2014) . In view of the above, the issue to address is to look at the measures that could be put in place by individuals towards meeting their health needs while awaiting the implementation of the national ageing policy (MELSWG, 2010 ).
It appears that there is limited preparedness on the part of individuals towards meeting their health care needs in old age even though majority of the population in developing countries will live beyond the age of 60 years (Odeyemi and Nixon, 2013) . It is anticipated that if nothing is done to encourage people to make savings for health care towards old age, individuals would be burdened with huge medical bills at the time they are not on salary and their families would be under pressure to provide support which may not be available. This would affect their health outcomes and could lead to avoidable premature deaths, thereby, losing their expertise. That aside, the health indicators of the country would also be affected. Blakeley and Ribeiro (2008) observed that although nurses make financial preparations for retirement, this process does not begin early in their careers and this affects their comfort and health on retirement. This suggests that senior management should introduce early comprehensive pre-retirement education for all nurses. Despite this suggestion, few studies have investigated factors influencing savings for health care towards old age among nurses, particularly in Ghana (Chowa and Ansong, 2010) .
This research aimed to address the gap in knowledge by examining how nurses in Ghana are making savings for their health care towards old age. The argument is that if nothing is done to meet the health care needs of the ageing population in Ghana, the health disparities among the group within this population will continue to widen.
The expertise of such professionals will be lost because they will die early and this will affect the health indicators of the country. This research sought to determine the influence of job-related factors on savings for health care towards old age among nurses in a municipality in the Greater Accra Region. This paper suggests that policy makers, especially the Ministry of Health, Ghana Health Service, Ghana Education Service and Ministry of savings for healthcare outside of the National Health Insurance Scheme (NHIS) towards improving their well-being in retirement as well as the achievements of the overall health sector goals. Achar (2012) indicates that saving means the act of refraining from spending one's income on consumption; the part of income which is not spent. Available literature indicates that health savings is money put aside for healthcare-usually contributions put into an account that may earn interest even after workers leave their job (Lo et al., 2010) . Achar (2012) suggests that income levels, exposure to information on savings, employment status and dependency ratio, stage in life cycle, fiscal policy, pensions, insurance and banking structure are some of the factors that influence savings. From the economist's perspective, people share disposable income between consumption and savings and at various levels of income, there will be a corresponding level of consumption and savings (Issahaku, 2011) . Issahaku (2011) uses the classical definition and explains that saving is income minus consumption. This analyst indicates that saving is normally considered in economics as disposable income minus personal consumption expenditure. In other words, it is regarded as income that is not consumed by immediately buying goods and services (Issahaku, 2011) . For this study, it must be emphasized that 'health savings' refers to money put in savings accounts which will be used for healthcare in old age (Achar, 2012) . Chowa and Ansong (2010) show that in developing countries, savings are low due to low-income levels, lack of access to banking facilities, lack of education on savings, high dependency ratio and postponement of saving till a well-paid job is gotten. These researchers added that socio-demographic/economic factors such as age, sex, marital status, level of education, income level, employment status and cultural factors influence saving habits among the youth.
LITERATURE AND THEORETICAL PERSPECTIVES

Saving towards healthcare
A research shows that in Ghana, low-income levels, high dependency ratio, high expenditure and poor financial management are some of the challenges of savings (Addai et al., 2017) . They explained that the reasons for savings include children's needs, buying of assets, investment and building a house for retirement and as security.
Even though in Ghana 38% of the population in 2011 had saving accounts, savings in the country has reduced in the past two decades (Afoakwah et al., 2015) . (Afoakwah et al., 2015) argue that this has serious financial implications on individuals and the country at large. They suggested that women should be empowered through education as their ability to bargain could increase savings among households.
A research conducted in Kenya indicated that teachers had the ability to save regularly with formal financial institutions but identified age, sex, level of income and dependency ratio as some of the factors influencing their savings (Kibet et al., 2009) . Another study revealed that nurses make savings for healthcare in old age. For nurses, their health on retirement and general wellbeing informed their savings (Blakeley and Ribeiro, 2008) . Other studies suggest that exposure to information on savings and pension plans are key to ensuring that people take steps early, unlike meeting their health needs in old age. Such studies suggested that people could not make good financial decisions without adequate financial information (Clark et al., 2012) . Brown et al. (2012) note that in spite of the high costs and major financial risks involved in long-term care, the majority of older Americans do not own long-term care insurance.
Job-Related Factors and Savings for Healthcare towards Old Age
Working conditions: The working conditions of nurses in most developing countries, including Ghana, are poor. Such make most nurses travel to developed countries in search of better conditions of service (Anarfi et al., 2010) . Anarfi et al. (2010) suggested that if nothing was done about the poor working conditions of nurses, the majority of the qualified nurses would be lost and this would affect the quality of healthcare delivery in the country. In a study, nurses mentioned lack of equipment to work with, lack of recognition, housing and transportation and delay in promotion and supplies as some of the challenges that had a negative effect on them and affected the quality of care they provided (Kwansah et al., 2012) . A research also suggested that even as health workers (including nurses) form an integral part of the health system, they are oftentimes neglected, leading to the shortage of qualified health workforce as the demand for their services in the developed world is high and at a higher income (Henderson and Tulloch, 2008) . Salary: Kwansah et al. (2012) reported of how nurses were not satisfied with their wages and the slow pace at which their salaries were processed, especially for newly qualified nurses. That notwithstanding, nurses in rural areas were willing to remain in rural areas and take care of their clients despite the challenges. These researchers noted that the magnitude of work that nurses undertook did not correspond with the wages and that most of the work they do are not clearly defined in their job description. This seems to suggest that there is a strong correlation between healthcare quality and staff motivation, according to Kwansah et al. (2012) . According to some researchers, Ghana could not achieve the health-related millennium development goals without instituting a comprehensive motivational package for the health workforce, especially those in government health facilities (Alhassan et al., 2013) . Research suggests that there is a relationship between income levels and savings in that lower income limits the ability to save (Chowa and Ansong, 2010) .
Incentives: Odoom (2015) indicates that nurses will deliver quality of care if motivational packages are provided. The motivation could be in the form of financial motivation, creating an enabling environment at the workplace, provision of accommodation, transportation and the establishment of welfare policies that could give financial protection to nurses especially during these hard financial times. To train and retain workers, researchers have begun to investigate the factors that are likely to motivate workers in general, especially health workers (Adzei and Atinga, 2012) . Adzei and Atinga (2012) found that financial incentives significantly influenced motivation of workers in Ghana. Another research confirms that financial incentives such as higher salaries, salary supplements, benefits and allowance are the best ways of motivating health workers, especially in countries where salaries and wages are low to the extent that they cannot meet the basic needs of health workers and their families, including their health care (Henderson and Tulloch, 2008) .
Saving culture: A research suggested that people would be willing to make investments if the benefits on those investments were high compared to low benefits and that higher salaries would lead to higher investment (James, 2009 ). James (2009) notes that investment policies play a major role in influencing people to invest. He argues that if governments want to encourage investment, the policies should be to ensure higher benefits.
A study in Kenya on household income and savings among teachers, small scale farmers and businessmen found that occupation, gender and educational level of household heads positively influenced the saving behaviour (Kibet et al., 2009) . Kibet et al. (2009) reported that small scale farmers could not make regular and high savings due to irregular income flow and low income levels whereas businessmen saved regularly and higher due to their highincome level. There is evidence of how various individual attributes, job and organisational factors, family factors and socioeconomic context are related to the retirement process and how one's financial, physical and psychological well-being affect retirement (Wang and Shi, 2014) . Wang and Shi (2014) showed that the kind of exposure at work has an influence on the development of disease in later life and could determine the amount of savings for healthcare in old age.
The gaps in literature have to be addressed since the suggestion is that saving for retirement seems to start only in middle-age and is insufficient to prevent a sharp fall in consumption at retirement (Banks et al., 1998) . Banks et al. (1998) notes that psychological and sociological theories of saving consider further determining factors of saving and asset accumulation including character, incentives, aspirations, expectations and peer and family influences. Other psychological and sociological proposals adopt that saving-related preferences and objectives are not fixed and describe how reasons, goals and potentials are formed (Addai et al., 2017) . It was acknowledged by Addai et al. (2017) that the emerging behavioural theory of saving tries to explain people's behaviour about financial matters. According to these analysts, unlike neoclassical economic theory, these models do not assume that people are rational and well-informed since behavioural theory tries to clarify the behaviour of human beings as human and not automatically as rational beings (Addai et al., 2017) . The context of this study was that job-related factors would determine whether the individual would make savings for healthcare towards old age. Indeed, job-related factors directly or indirectly influence the chances of an individual making savings for health care towards old age.
In a cultural setting like Ghana where children are obliged to take care of their parents in old age, the possibility of not making saving for healthcare towards old age may be high (Aboagye, 2012) .
METHODS
A quantitative research method was applied to collect empirical data in June 2018 for subsequent analysis in the study.
Study Design and Population
A cross-sectional study, which is a snapshot of the outcome situation at a point in time, was applied to collect data because it enabled the researchers to focus on a section of the health workforce (Hall and Lavrakas, 2008) while the quantitative research method, which involved the collection of data that could be quantified and subjected to statistical treatment, was applied since the variables of interest in this study could be quantified and analysed statistically (Williams, 2007) . The study participants involved 227 nurses of all categories who were on the government payroll and were between the ages of 18 and 60 years. The idea was that since the nurses were working permanently and receiving regular income and given their knowledge of health and related matters, they would be more inclined to save for healthcare towards old age. The use of nurses who constitute the largest of the health sector workforce was also to assist the researchers to extrapolate or generalise the findings to the nurses/nursing population/profession. The evidence could be used to design appropriate policies for other healthcare workers and professionals as well.
Study Area and Sampling
This study was conducted in a municipality in the Greater Accra Region. This municipality was selected because the majority of the inhabitants were migrants with different cultural and social backgrounds. It was also because they had different health facilities with nurses of different categories. The municipality has 22 health facilities and various categories of health staff that provide healthcare to the people. Out of the twenty-two (22) health facilities, seventeen (17) are private, four (4) are government-owned and one (1) under the Christian Health Association of Ghana (CHAG). For this study, three (3) health facilities were selected; a public psychiatry hospital, a public polyclinic and a private hospital. Stratified and simple random sampling techniques were used to select the participants for the study. Since there was no available prevalence rate specifically related to the municipality, the study adopted the prevalence rate used in a study in Pakistan (see Rehman et al. (2011)) . That is, a sample size of 206 was generated using the prevalence of 84% at 95% confidence interval and 0.05 margin of error using the Fisher's formula. Additionally, 10% of non-response was added to make up a total sample of 227 participants.
Data Collection
Using the approach by earlier researchers, a structured questionnaire with closed-ended questions was designed and self-administered by the study participants answerable within 30 minutes at their various workplaces (see Adler and Stead (2015) ). That is, the questionnaire was designed by the researchers based on variables identified in the literature and supported by theoretical evidence (see (Modigliani and Brumberg, 1954; Friedman, 1957; Pollak, 1998; Rehman et al., 2011) ). The questionnaire was divided into sections covering the socio-demographic/economic characteristics and social factors of the participants. The questionnaires were distributed to participants with the help of two research assistants.
Data Quality Assurance, Validity and Reliability
The two research assistants were trained for two days for them to understand how to use data collection tools and how to collect adequate data, make corrections and ensure completeness. In conducting a study that applied quantitative methods, it was necessary that efforts were made to ensure the validity and reliability of the data and results. Validity refers to the degree to which empirical evidences and theoretical rationales support the adequacy and appropriateness of interpretations and actions based on test scores while a test is seen as being reliable when it can be used by several different researchers under stable conditions, with consistent results and the results not varying (see (Wahyuni, 2012; McCusker and Gunaydin, 2015) ). To ensure validity and reliability, the data collection instruments were pretested at a different polyclinic with nurses, which provided the opportunity for the researchers to reframe the questions to suit the requirements for the conduction of the main study and appropriate analytical strategies were applied in the analysis of the data. Relevant theories that exist on savings were also reviewed and factored into the development of the questionnaire. It was anticipated that the results would be valid and reliable. Thus, the strategy could be replicated by other researchers in other settings.
Data Management and Analysis
The data collected was edited manually to correct any duplications and wrong entries. The edited data was then coded and entered and analysed statistically using Stata software version 15.1. Basic descriptive statistics were run and the results presented using tables depicting frequencies, percentages and proportions. The relationships between variables were further analysed using simple and multiple logistic regressions. This data analysis strategy was earlier applied by some researchers and was adapted due to the fact that it was relevant to this study (Rehman et al., 2011) . The level of significance of this study was 95% (p<0.05).
Ethical Consideration
Ethical approval was granted by the Ghana Health Service Ethics Review Committee before the commencement of the study with the clearance reference number: GHS-ERC: 045/01/18. Permission was also obtained from the Greater Accra Regional Health Directorate, Municipal Health Directorate and management of the three selected health facilities. Consent of the participants was sought before inclusion in the study.
Confidentiality of data collected was ensured by using identifiers rather than names of participants. Participation in the study was voluntary. The study involved no risk to the participants and there was no compensation package provided to the participants. There was no conflict of interest in this study because the researchers had nothing to do with the facilities where the study was conducted. This study was funded by the researchers and there was no third-party funding.
RESULTS
Socio-Demographic/Economic Characteristics of Respondents
Out of the 227 questionnaires distributed, about 214 were retrieved with a return rate of 94.3%. The ages of the respondents were classified into four groups as: <30 years, 76 (36.9%); 30-39 years, 101 (49.0%); 40-49 years, 18 (9.0%); 50+, 11 (5.1%), and there rest (3.7%) did not disclose their ages with the mean age of 32.16 and standard deviation 8.06. About 44 (20.6%) respondents were males and 169 (79.3%) were females. In classifying the respondents by marital status, 78 (36.6%) were single, 132 (61.9%) were married and, 2 (0.9%) were divorced.
About 42 (19.6%) were certificate holders, 108 (50.4%) were diploma holders, 44 (20.5%) were undergraduates, 1 (0.4%) was a graduate and 19 (8.8%) were post-graduates. Dependents of respondents ranged between 1 and 11 which included siblings, 88 (60.7%), parents, 108 (74.5%), in-laws, 12 (8.28%), and children ranged between 1 and 6.
The results showed that 193 (91.0%) of the respondents did not report any known chronic health condition while 19 (8.96%) had a known existing chronic condition. More than half [195 (93.3%) ] of the nurses were insured while 14 (6.7%) were not insured with 184 (87.6%) having their insurance cards active. About 201 (94.3%) were Christians compared with 12 (5.6%) Muslims. The major ethnic groups in the study were Akan, 63 (36.0%), Ewe, 46 (26.2%), Ga, 24 (13.7%), Dagomba, 6 (3.4%) and Fanti, 12 (6.8%). About 176 (85.0%) lived in the urban areas, 16 (7.7%) lived in the peri-urban areas and 15 (7.25%) lived in rural areas. A summary of the socio-demographic/economic characteristics of the study respondents is shown in Table 1 . Figure 1 . 
Relationship between Job-Related Factors and Savings for Health Care
The results of the univariate analysis showed that out of the highest number of 145 (67.8%) respondents who had worked for less than 10 years, 115 (82.1%) were saving for healthcare. However, years in service was not statically significant in the bivariate analysis (p=0.742 The results revealed that 24 (11.3%) respondents did not have saving accounts compared with 188 (88.6%).
There was a statistical relationship between saving accounts and saving for health care towards old age (p=0.006).
Classifying under frequency of saving, 8 (4.1%) respondents saved weekly, 168 (86.6%) saved monthly, 14 (7.2%) saved quarterly, 4 (2.0%) saved yearly, some saved when they had surplus while others could not save at all because their salary was not enough to meet immediate needs. The frequency of saving had no statistical significance with saving for healthcare towards old age (p=0.338). 
Logistic Regression: Job-Related Factors and Savings for Health Care
At the logistic regression level, the study further explored the extent of the influence of job-related factors on savings for healthcare towards old age. The results revealed that the odds of saving for healthcare among senior staff nurses was 1.88 times compared with staff nurses (p =0.185, . After adjusting all other jobrelated factors, the odds of saving for healthcare towards old age among senior nursing officers increased 10 times more than that of staff nurses p=0.011, CI=1.7-59.22). Furthermore, the odds of saving for healthcare among nursing officers was 4.9 times compared with staff nurses (p=0.010, CI=1. 45-16.74 Table 3 . About 86 (46.5%) of the respondents saved 10% of their income.
Relating this to savings for healthcare, it was seen that 66 (80.5%) were doing so towards old age. This was not statistically significant (p=0. 0.853). The results showed that 144 (70.9%) acknowledged that their savings would not be able to meet their health needs compared with 58 (28.6%). This was not statistically significant (p=0.707).
The results showed that 172 (81%) did not belong to a credit union while 128 (69%) did not belong to a welfare club. There was no statistical relationship between a credit union (p=0.237), a welfare club (p=0.126) and savings for healthcare. When responding to a question whether they had taken a loan, out of 138 (65.4%) who said 'no', 106
(80.3%) were also willing to save or saving for healthcare towards old age. However, the association was not statistically significant (p=0.809). The results showed that out of the 60 (69.8%) who answered that the loan was affecting savings for healthcare, 46 (79.3%) noted that they were saving for healthcare. There was no statistically significant association (p=0.805). The results are shown in the Table 2 .
DISCUSSION
The findings of the study could be viewed from the perspective of Moos' work on environment scale which suggests that a supportive work environment enables nurses to provide quality patient care, enhance their own selfesteem, increase job satisfaction and provide cost savings to their employers (Moos, 1994; Hayhurst et al., 2005) . Hayhurst et al. (2005) note that such an environment promotes retention of skilled, caring, knowledgeable and experienced nurses who provide better patient care with fewer complications and reduces the economic and social costs of healthcare for both providers and consumers. Spear (2005) argues that by improving their work while they are actually doing it, healthcare practitioners could deliver extraordinary savings -in lives and dollars. The results indicated that senior staff nurses had 1.8 times higher ability to save for healthcare than that of staff nurses (p=0.185) but when all other job-related factors were controlled, the odds among senior nurses increased 10 times more than that of staff nurses (p=0.011). Moreover, the odds of saving for healthcare towards old age among nursing officers was 5 times more than that of staff nurses (p=0.010). This means that nursing officers had the highest chance of saving for healthcare towards old age among the nursing ranks. Nurses who had other job incentives were more likely to save for healthcare than those without job incentives, meaning that incentives had a positive influence on savings for healthcare towards old age even though not statistically significant (p=0.111). In contrast, a study found no significant differences between the staff nurse and manager groups (Blakeley and Ribeiro, 2008) . In addition, nurses who had savings accounts were more likely to save for healthcare compared with those without such, which was statistically significant (p=0.009). This finding is similar to a study which suggests that motivational packages in the form of financial motivation gave financial protection to nurses (Odoom, 2015) .
A study found that individual nurse characteristics were indirectly related to retention through intent to stay while the individual characteristic of tenure was indirectly related to retention through autonomy as an intrinsic characteristic of job satisfaction and intent to stay (Ellenbecker, 2004) . Relatedly, the results also indicated that there was an association between number of years in service and savings for healthcare. Nurses who had worked between 11 and 20 years were about 30% less likely to save for healthcare towards old age compared with those who had worked for less than 10 years (p=0.272). When all other factors were adjusted for, they were 90% less likely to save for healthcare towards old age (p=0.002). Hayhurst et al. (2005) explored the perceptions of the work environment among acute care nurses working in a large county hospital who left their units during an 18-month period compared with those who stayed. This suggested that the nurses who remained in their units perceived less work pressure and had greater perception of peer cohesion, supervisor support and autonomy than nurses who left. Skinner (2007) observes that retirement encompasses both age 66, when healthy households can easily substitute home cooking for more expensive prepared food, and age 86, when few can substitute home production for purchased health care arguing that growth rates for out-of-pocket health care spending have kept pace with overall healthcare cost growth and, thus, continue to outstrip GDP growth and they may accelerate as firms jettison retiree health benefits. Juxtaposing this with the findings of this study, the results also revealed that there was an association between number of years left for retirement and saving for healthcare towards old age as nurses who were left with more than 30 years to retire were twice more likely to make savings for healthcare compared with those who have less than 10 years to go on retirement (p=0.306). The above findings could be viewed against the suggestion that older people often have little money and would not be able to access quality healthcare which has negative impact on their health-seeking behaviour, hence, the quality of their health (Tawiah, 2011) .
Literature shows the view that the nursing shortage, downsizing and long working hours create challenges for nurses trying to deliver quality client care; nurses are experiencing high levels of physical injury in their work environments which have led them to leave the workplace (Geiger-Brown et al., 2004) . The findings of this study
showed that majority of nurses were making savings for health which could be attributed to their awareness of the health risks associated with their job and old age as against the reality that the NHIS was yet to cover most of the health conditions associated with old age and the SSNIT pension scheme would not be enough to meet their needs, including healthcare (p=0.0002) (Jehu-Appiah et al., 2011) . The above findings are similar to the suggestion that nurses would always put their health first and would make savings for healthcare (Blakeley and Ribeiro, 2008) . It was found that since they had regular form of income and their salaries were paid through financial institutions (the banks) that manage these savings, it enables them to make savings for healthcare towards old age. The above is similar to a study which suggests that when income is regular, it increases the ability to make savings; and the higher the income, the higher the savings (Kibet et al., 2009) .
A study examined the role of wages in the migration decision and the likely effect of wage increases on source countries in slowing migration flows (Vujicic et al., 2004) . Vujicic et al. (2004) noted that at current levels, wage differentials between source and destination country were so large that small increases in healthcare wages in source countries were unlikely to affect significantly the supply of healthcare migrants. Consequently, the findings of this study revealed that the nurses would need an increased salary to enable them to make savings for healthcare towards old age. This was evident in a response to a multiple response questions when the majority (86.5%) of the nurses asked for an increase in salary, 57% asked for reduced taxation on salaries, 60% asked for transportation allowance and 51%, rent allowance, as some of the ways or incentives that their employers could provide to assist them in making savings for healthcare. This finding confirms the suggestion that low levels of income would make it difficult for savings (Addai et al., 2017) as improved salaries and benefits are major financial incentives for workers to remain in the health sector (Henderson and Tulloch, 2008) .
CONCLUSION
This research aimed to determine the influence of job-related factors on savings for healthcare towards old age among nurses in Ghana. A cross-sectional study using quantitative methods was conducted among nurses in a municipality in the Greater Accra Region of Ghana. Generally, the study concludes that nurses were making savings for healthcare towards old age with a prevalence of 80%. Even though the prevalence was below WHO standards, there was evidence of the relationship between the savings for healthcare towards old age and job-related factors in the study. The low prevalence could be due to limited knowledge of planning for the future as far as healthcare was concerned as suggested in earlier studies (Clark et al., 2012) . There was also an association between some job-related factors and savings for healthcare towards old age. The findings showed that the number of years in service, the number of years left for retirement, ranks in nursing and saving accounts were factors associated with savings for healthcare towards old age at the univariate level; and incentive packages in the form of financial motivation had the ability to increase savings for healthcare towards old age, similar to findings in a previous study (Odoom, 2015) .
Contribution to Policy and Practice and Management of Healthcare Institutions
This finding of the study contributes to policy and practice and management of healthcare institutions. There is the need for policymakers at the Ministry of Health / Ghana Health Service and Ministry of Employment, Labour and Social Welfare to consider the factors identified in this study for inclusion in the formation and reformulation of the national ageing policy (MELSWG, 2010; WHO, 2014) . There is the need for the introduction of early pension healthcare plan education preferably at the point of appointment to enable nurses to start early and save adequately for healthcare towards old age since older age has a negative influence on savings (see Marmot (2013)). The key point to consider is that job demands and job control were found to be independent predictors of early retirement thoughts even when adjusted for age, gender, educational level and self-rated health (Elovainio et al., 2005) .
The management of health institutions should organise periodic sensitisation workshops on pensions and insurance as a way of encouraging their workers to start planning for retirement early to be able to save enough for healthcare towards old age. There is the need for the management of health institutions to provide incentive packages for nurses, especially financial incentives, which will increase their disposable income and, hence, their ability to make savings for healthcare towards old age.
Nurses should be encouraged to engage in other income-generating activities that would increase their sources of income since their salary alone is not enough to enable them make savings for health care. A clue could be deduced from the findings of a study which explored various factors and income sources that registered nurses believed were important in retirement planning and suggested that all nurses may need to focus more on financial preparation and begin the process early in their careers if they are to have a comfortable and healthy retirement (Blakeley and Ribeiro, 2008) . Blakeley and Ribeiro (2008) found that while 71% of nurses had planned to retire by age 60, only 24% had done a large amount of planning. The crucial variables that could be considered by management of healthcare institutions in Ghana and elsewhere are the top four planning strategies identified including the need to keep healthy and active, both physically and mentally, and a major financial planning strategy which ranked fifth. Work pensions, a government pension and a personal savings plan were ranked as the top three retirement income sources (Blakeley and Ribeiro, 2008) .
There is the need for the management of health institutions to provide a conducive working environment for nurses -a similar suggestion has been recorded (Hayhurst et al., 2005) . This will help them to be free from stress and reduce the risk of infections which lead to reduced spending on current health to save for healthcare towards old age similar to what has been documented (Geiger- Brown et al., 2004) . Compulsory regular medical checkup should be instituted as part of the conditions of service of all employees, especially nurses, at least, once every year.
This will aid early identification of health problems for proper management before old age, hence, helping to reduce the costs of healthcare. Management of health institutions should not wait until they encounter a situation where during labor shortage, employment-based benefits may be used to recruit and retain workers (Spetz and Adams, 2006) .
It is recommended that policy makers, especially the Ministry of Health, Ghana Health Service, Ghana
Education Service and Ministry of Employment, Labour and Social Welfare consider these key findings to ensure that appropriate actions are taken to address the deficiencies while improving on the achievements of the overall health sector goals. Firstly, there is the need for the Government of Ghana to sensitise nurses on the need to buy private health insurance since the NHIS is not well-resourced to meet the health needs of all its citizenry and regulate the activities of private insurance companies to ensure that they provide the needed financial protection.
Secondly, the SSNIT pension plan should be revised by the Ministry of Employment, Labour and Social Welfare to meet the current financial needs of its contributors. Thirdly, the management of healthcare institutions that supervise and manage nurses should ensure that nurses are sensitised on savings, pensions and insurance policies early to ensure adequate preparation towards healthcare in old age; incentives in the form of financial motivation such as increase in salaries, benefits and allowances should be introduced to increase their ability to make savings for healthcare towards old age (see Meltzer and Huckabay (2004) ).
Contribution to Methodology
The use of quantitative methods in data collection and analysis enabled the researchers to quantify the data that was collected and interpreted the results with figures which gave a clear picture of the findings compared with qualitative data that is not able to quantify the findings (see McCusker and Gunaydin (2015) ). It also enabled the researchers to measure and quantify the association between the dependent and independent variables which could not have been possible using qualitative methods (Wahyuni, 2012) . Consequently, the findings of this study could be generalised to the population of interest.
Limitations to the Study
The target population of the study by the nature of their work is busy and this could be seen in the incompletion of some of the questionnaires; administering the questionnaires at the hospital environment influenced the responses as the nurses were busy attending to their clients. In addition, most of the respondents considered information about salary and saving culture as personal. This was evident while checking for completeness and accuracy of the responses to the questionnaires and during analysis where it was found that out of the 214 respondents, only 78 of them indicated their salary level. This might have affected the quality of the information that was given. Another limitation was the fact that the questionnaires were self-administered and the researchers did not have control over the responses to the questions. This could have affected the results. The study population that consisted of all categories of nurses might have had similar characteristics and this could also have affected the study results. Another limitation was the fact that deposits made into saving accounts were used to measure savings for healthcare towards old age. However, there could be other ways nurses were making savings for healthcare.
Future Research
In view of the limitations encountered in the conduct of this study, it is recommended that more studies should be conducted to identify the investment opportunities available for nurses in Ghana and other developing countries.
The sample size and the study sites should be increased in future studies by considering people from different professional backgrounds to improve on the findings and ensure comparative analysis.
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